Thyroidectomy is the treatment of choice in patients with thyroid enlargement complicated by compression or displacement of the trachea because of the risk of complete airway obstruction due to sudden enlargement of the goitre by, for example, haemorrhage. In patients who are medically inoperable an endoscopicaily inserted tracheal endoprosthesis may provide longstanding airway patency, as reported here. (Thorax 1994;49:1034- shallow and accompanied by a permanent wheeze. Physical examination was otherwise normal except for the scar of the recent hip intervention. There were no signs of venous thrombosis.
Accepted for publication 10 December 1993 Insertion of tracheal, bronchial, or tracheobronchial stents can offer excellent palliation in patients with central airway obstruction who are not amenable to surgery. '2 Tracheal or bronchial malignant processes with extrinsic airway compression constitute the major indication for airway stenting, although longstanding success has been achieved in patients with benign tracheostenosis following intubation. 3 We therefore attempted tracheal stenting in two patients with acute upper airway obstruction due to non-malignant intrathoracic goitre in whom thyroidectomy was contraindicated. Over the following days there were occasional short episodes of dyspnoea, probably due to partial stent obstruction by secretions in the very tortuous trachea. A reintervention one month later was therefore performed with removal of the first stent which was replaced by a longer (5 cm) model. Thereafter the patient was completely asymptomatic. She died two months later due to an acute myocardial infarction. At necropsy the stent was completely patent.
Discussion
Thyroidectomy is the treatment of choice for most intrathoracic goitres because of the risk of intrathyroideal haemorrhage, especially when symptoms or signs of treacheal obstruction are present." Surgery is recommended when peak expiratory flows decrease to < 100 I/min.7 In high risk patients, or those in whom surgery is contraindicated, alternative means of airway protection must be sought.
In patients with intrinsic or extrinsic tracheal obstruction who are not amenable to surgery, placement of tracheal endoprostheses (stents) can offer palliation.'2 Of the various stents commercially available, the silicone Dumon2 and the expandable metal Gianturco Z stent8 are the most widely used. Both are easily inserted, are efficacious in stenoses up to 5 cm in length, and are well tolerated. Advantages of the silicone Dumon stents are the possibility of adjustment and removal (which proved to be very useful in case 2), its structural rigidity and, in case of malignant disease, resistance to infiltrative growth by tumour. Disadvantages include a greater tendency to displace, and the risk of obstruction by dried airway secretions. Gianturco Z stents do not move and probably do not induce drying of secretions; furthermore, they allow airflow through the stent itself -for example, when placed over the right upper lobe bronchus. Both types of stents probably could have been used in our patients. We preferred the silicone Dumon stents because of their structural rigidity, the ease by which they can be removed, and our greater experience with them.
We conclude that an endoscopically inserted silicone endoprosthesis may be a valid alternative to surgery for tracheal obstruction due to intrathoracic goitre in patients in whom surgery represents an unacceptable risk.
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Abstract A patient who presented with recurrent haemoptyses was found to have an angiosarcoma of the adrenal gland which disseminated throughout the pleural space. (Thorax 1994; 49:1036 -1037 
